unexpected to find a wide variation in this selfappraisal by the G.P. of his own level of diagnosis. One doctor felt that for 86% of his female patients he could only diagnose at 11 symptomatic level and 7% at a definitive (but this doctor was a bachelor). The other doctors with high percentages at a symptomatic level were also the youngest and the most recently married! In contrast those confident enough to reach the most definitive diagnoses, up to 64%, tended to be the oldest and most experienced " (33).
b) Social factors in attending physicians
Further there is considerable evidence that the differences between patients attending physicians and those not attending physicians are not always evident in the areas of symptoms and signs; but to a large extent may be based on a host of other psychosocial factors.
"So widespread, in fact, is the prevalence of both symptoms and signs of disease that these circumstances may, in fact, be regarded as the normal condition of the population. The absence of complaints and signs of disease may be exceptional even for the 'healthy' members of the population who do not attend the doctor". " ... the characteristic that differentiates patient from non-patient is not the seriousness of his complaint nor its treatability ..." (45). c) The natural history It is generally recognized that investigation has to be redirected to the natural history of the condition.
"While the development of certain diseases is fairly well known from the onset of subjective symptoms, much needs to be learned of the natural history of disease during its embryonic stage between true onset and the development of diagnostic signs and of subjective symptoms" (20) .
There is considerable variation in the course of illnesses, both before and after diagnosis; with and without therapeutic intervention.
Ascertainment in General Medicine a) Problems in diagnosis
The reliability and validity of the diagnostic process is being subjected to extensive scrutiny, both in general medicine (40, 42) and in specialties such as radiology (51, 5) ; cardiology (49) and dermatology (15) . Similar problems have been reported in the standardization of clinical questions (14) , the validation of patient responses to health questionnaires (48) and to enquiries concerning circumcision status (30) .
In general practice it has been recognized that definitive diagnosis is possible for less than half of the patients seen, and that physician factors may affect this ratio.
"Over-all the 19 doctors felt they were diagnosing at a symptomatic level in 35%, presumptive in 25%, and definitive in 40%. It is not Introduction For over a century there have been many descriptions of governmental, academic, and mythological (16) attempts to determine the distribution of mentally ill persons in the general population.
There have been marked variations in the manner in which 'patients' have been defined, the nature of the ratios calculated (prevalence, incidence, life-time occurrence), and in the extrapolation of this data to estimating the need for psychiatrists' care. This paper reviews some of the problems involved in the ascertainment of morbidity and the estimation of treatment needs. terms: impairment, disability, and handicap. It would seem appropriate to adhere to the definitions proposed by Riviere: Impairment: "any deviation from the normal which results in defective function, structure, organization, or development of the whole, or of any of its faculties, senses, systems, organs, members, or any part thereof." Disability: "any limitation experienced by the impaired individual, as compared with the activities of unimpaired individuals of similar age, sex, culture," Handicap: "the disadvantage imposed by impairment or disability upon a specific individual in his cultural pattern of psychosocial, physical, vocational, and community activities." " ... the total limitations experienced by the individual."
Riviere points out that:
"An impaired individual is not necessarily disabled or handicapped by the impairment, but he may be either disabled or handicapped or both" (38) .
Copes, in reviewing morbidity surveys, similarly differentiates disability in terms of limitation:
"Within the variously definable range of complaint or detected illness three further stages of severity can be delineated. The first of these is disability which is present when an illness interferes with the normal daily activity of a person. For an employed person disability is marked by absence from work, for a housewife it implies inability to perform normal housekeeping duties, for children absence from school or play may be the indication, and for older retired persons it may mean being unable to care for the garden or go for the usual daily walk. The next degree of severity is confinement to bed, which is selfexplanatory. The final degree suggested is hospitalization applying to illnesses for which persons receive in-patient hospital care" (9). e) Need for 'clinical' significance Epidemiological surveys of non-psychiatric impairments or disabilities have been more numerous and extensive than those for psychiatric impairments, and have tended to use various types of laboratory criteria. Nevertheless, some of these surveys of non-psychiatric conditions have been considered futile. "There ate a number of surveys, expensive in time and trouble, to which it would be more tactful not to give precise references, in which the information gathered is, when you rome down to it, quite unhelpful to the doctor's job of treating and preventing disease. Mere collection of data is not sanctified by statistical significance if it is clinically immaterial" (14) .
A8certainment in P8ychiatry a) Problems of reliability and validity
The reliability and validity of ascertainment of psychiatric morbidity is not higher than for other areas of medicine. In many other areas of human functioning some form of laboratory aid may be used as a diagnostic auxiliary to clinical judgment sooner or later within the natural history of the condition. No such laboratory criteria are yet suitable for the sensitive and specific diagnosis of psychiatric morbidity.
The reliability or validity of the various methods used for ascertaining psychiatric morbidity have not yet been adequately determined (21, 43, 6) ·. The reliability and validity of various methods are sometimes (but not always) calibrated against various indices or criteria relating to the process of becoming a psychiatric patient, or the psychiatric interview per se. Because of the variability produced by time, place and personal factors in psychiatrists' assessment, let alone lack of general consensus, the ultimate criterion of the presence and extent of psychiatric disability does not yet exist and so various substitutes or approximations are continued.
To an increasing extent it is being recognized that there is a wide spectrum of psychiatric problems, from the severe psychoses which traditionally have required major social intervention in terms of segregated hospitalization; problems of personal distress or malfunctioning; to the psychiatric concomitants or psychological components of other types of physical or social impairments. The often used criterion of becoming a psychiatric patient is the end-point of a complex set of social circumstances involving such factors as geography, finances, the availability of alternatives, attitudes etc.
"Validity may be defined as the extent to which an instrument measures what it alludes to. implanted upon a process of ".... self, family or community diagnosis based on folk notions and filtered medical ones about what constitutes psychiatric illness and what should be done about it ..." (6) .
The suspicion that the incidence of persons who come to the psychiatrist seeking treatment but who are turned away with a diagnosis of 'no illness present' represent but a small fraction of those who apply for care, has been voiced by Blum and Scheff. Avnet, describing an experiment wherein subscribers to a prepaid medical insurance plan could obtain a psychiatric consultation for $5 upon self-referral, stated:
"Practically every patient who crossed the psychiatric threshold was judged at the initial interview to be in need of treatment and was treated if he returned".
As a consequence, major attention has been directed towards the construction of questionnaires or interview-schedules in an attempt to provide criteria less dependent on observer bias, or the vicissitudes of the referral process. However, these questionnaires still require validation.
"Unless jill' objective and direct means of measurement is available, the questionnaire responses may be independent of the behaviour being studied. A definitive method of determining the validity of the reports is the direct and objective measurement of the behaviour being reported. Once such a direct measure is available, however, the very need for questionnaire reports is eliminated" (4).
b) Reliance upon symptom questionnaires
In general, the American morbidity surveys have tended to rely extensively upon symptom questionnaires from which further inferences have been made: " ... the psychiatrist was given a limited number of symptoms from which he was to check the nature of the symptoms of the respondents in terms of classical psychiatric symptomatology. ... The symptoms checked were only inferred from certain responses to the questionnaires. Thus using the symptom 'depressed' as an example, it was judged to be present in 23.6% of the respondents. This does not mean that 23.6% of the population had the classical clinical symptom of depression with retardation, despondency, suicidal ruminations, and so forth. There were several questions in the questionnaire relating to depression. For instance, if a respondent answered positively to the question whether there had been 'periods of days, weeks, or months when he couldn't get going' it was inferred that the respondent tended to deal with crises by retardation and withdrawal" (35) .
The extrapolation of diagnoses from symptom lists has been deplored by Lewis in this manner: " . . . There are, I know, psychiatrists who think little of diagnosis, dismissing it as a profitless exercise foisted on to earlier generations by Kraepelin; but even extremists in this matter would shrink from assuming that a person could be reckoned as having some degree of neurotic illness because (as in one of the studies I mentioned) he picked out 'nerves', or 'sleeplessness', or 'irritability' from a check list of 40 such symptoms presented to him with a request that he should say which of them troubled him.... Although the neuroses (which Adolf Meyer indeed called the 'complaint disorders') seem to lend themselves pliantly to this specious translation of symptoms into type of illness, the whole process is reversive and promiscuous" (29). Jahoda states: " . . . behaviour cannot be understood in terms of isolated symptoms but must rather be viewed in conjunction with the social norms and values of the community ..." (21) .
The variability of psychiatrists interpreting such secondhand protocols without previous experience, is also considerable.
"In drawing a probability sample of a population and getting information on these individuals, both through interviewing them and interviewing other people who knew them, one acquires a protocol of data on each person which then has to be, for an epidemiological study, evaluated by psychiatric criteria. In setting about doing this for a population, we had a preliminary pilot run in which 50 of these protocols were obtained, and an attempt at a diagnosis made by six different psychiatrists with widely different training, including one with psychoanalytic training, and the results were almost uniform agreement that 30 of the 50 were definitely ill with psychoneurotic disorders, about 15 were equivocal and five were well. However, the five well were different for each of the six psychiatrists. One man's wells were another man's sickest" (25) .
The use of symptoms as indicators of psychiatric disorder does not seem to be consistently viewed. In the Stirling County study in 1956-where "37% of adult population had more than 10% of 'impairment' from 'psychiatric symptoms' either at examination or during some previous period . . . we could expect fairly general agreement among psychiatrists that the individuals represented in the 37% are psychiatric cases and that, whether under treatment or not, they need it" (26) .
More recently, the relationship of symptoms to illness is described as being less direct by those involved in the Stirling County study. " •.. the mere possession of symptoms by an individual is not equivalent to what is generally understood when one speaks of being mentally ill or even neurotic. 'Illness' stands for more than the presence of symptoms; it means a cert~n intensity of them and usually also a certain amount of interference with ordinary functioning".
"The upshot of our deliberations and pilot trials was the decision to use symptom patterns and signs as indicators of psychiatric disorder. . • . Our middle ground choice still leaves the question of what is in fact the correspondence between the symptom patterns we sort and count and the entities commonly recognized in out-patient clinics, hospitals and the private practice of psychiatry . . . That there 1S correspondence in many significant dimensions appears to us evident, but it is not a matter of one to one or term for term" (27 " . . .~manifest disturbance of mental functioning, specific enough in clinical character to be consistently recognizable as conforming to a clearly defined standard pattern and severe enough to cause loss of working or social capacity, or both, to a degree which can be specified in terms of absence from work or the taking of legal or other social action" (50).
This criterion of work limitation would prevent the symptom-laden majority of the Midtown study from being considered psychiatric cases, since they are described as functioning.
"The burden of symptoms carried by this sample of an American metropolis is certainly cause for alarm. On the other hand, we have found that the large majority of Midtowners are functioning, on the job, in their marriage, as parents, citizens and friends. They do this despite the staggering burden of their symptoms, their complaints, their malaise and tension. If we have found one thing, it is that most people can carryon, even with a tremendous load of symptomatology" (24) .
The futility of detecting, and not evaluating psychopathology in terms of functioning, has also been emphasized by Christy and Rasmussen for military psychiatric assessment:
"At the risk of over-generalizing, it is considered that the major effort in the immediate future should be directed toward the problem of evaluating the significance of psychopathology rather than its detection." "It has long been known that merely eliciting evidence of neuropathic traits in the past history is of little, if any, value in military psychiatric assessment. The significance of neuropathic traits can be determined only when such traits are evaluated in the context of the individual's present day functioning. . . It is considered that failure to recognize its implications has been one of the major pitfalls in military assessment programs" (7) .
In marked contrast to the relative preoccupation of most current American studies with symptom-complexes, is Bagnell's description of the criteria utilized in ascertaining neurosis in a Swedish population survey (18) . These included the characteristics of being acute, defined, pronounced as to symptoms or onset; a deviation from the patient's usual psychical capacity, and capacity for work; affecting the patient as 'real suffering' and reducing the general psycho-physical well-being.
The criterion of work limitation has been similarly employed in a community survey by Royes, wherein persons reported as unable to work because of something other than physical illness were examined by a psychiatrist (39) .
d) The criterion of 'now or ever'
Many of the surveys dealt with the lifetime prevalence of symptom-com-plexes, Lifetime prevalence relates to the occurrence of symptoms at any time in the past, as well as their existence at the time of the survey. This, in part, is due to the difficulties in determining incidence or frequency of onset because of the problems involved in defining the onset of a disability, or establishing when symptoms limit the individual's functioning. The prevalence of a condition is more related to factors involved in its duration (such as natural history or effective treatment) rather than to the etioliogical factors involved in onset.
In 1845, Thumam deplored the confusion of these terms:
"The question of the liability to insanity in different countries and communities, is as important in connexion with a:thnological and medical enquiries as is that of the preualence of the disorder in regard to questions of political and social economy. These two questions have been too much mixed and confused with each other, and little true progress has hitherto been made in the former of these enquiries" (46) .
For studies relating to etiology or to the factors associated with onset, the index of incidence must be used.
The Need for Psychiatrists' Care* The mere enumeration of psychiatric disability is not synonymous with the need for psychiatrists' care. " ... a simple total of the number of conditions found, or of the number of patients having specified conditions, is not necessarily a true reflection of the needs for facilities or services (including personnel)" (8) .
Concomitantly, it is sometimes necessary, although difficult, to differentiate the disability of the illness per se from that of the manner of treatment.
"Thus we see that much of the symptomatology traditionally associated with chronic schizophrenia and other disorders is brought about by prolonged incarceration in an impoverished and unnatural social situation. The changes which take place in the mentally ill person who has been hospitalized for a period of years are not irreversible and can be overcome by vigorous programs (2) .°N ot all psychiatric care is provided by psychiatrists. It is probably more difficult to estimate the need for various forms of psychiatric care, than for psychiatrists' care.
In most surveys it is difficult to relate treatment needs with the 'diagnostic' categorization used, "It is necessary therefore, for the epidemiological psychiatric studies to concern themselves with the identical categories of mental disorders . which are handled by the clinicians and the administrators of community psychiatric services. A drawback of some of the past epidemiological studies is that they have, for the sake of methodological expediency, invented their own private definitions of categories of mental disorder, and in certain cases have even studied the distribution of 'global mental disorder', without breaking this down into the usually accepted diagnostic categories. Thus much of their findings are of limited utility to the clinical psychiatrist and the administrator of psychiatric programs. The latter workers are forced to differentiate their treatment 1lI1d their service planning in relation to the separate categories of mental disorders" (17) , An exception to this practice occurred in the 1954 Japanese nation-wide prevalence survey of mental disorders, where "the necessary treatment was judged in accordance with the symptoms of each mental sufferer" on the basis of the following classification: "a) Should be admitted to an institution b) Should be given treatment 'or guidance by psychiatrist while living at home c) Should be given other guidance while living at home" (22) .
However, the patients for whom institutions were recommended included not only those whose "symptoms are so serious as to require medical treatment and care in special institutions" but also "those who cannot easily be treated at home because of their family conditions."
This reintroduces the relevance of environmental or social factors in affecting the family or community tolerance of the patient, and the type of care therefore required.
" ... a sizeable portion of the hospital group evidenced considerably less pathology than some of the ambulatory patients and yet remained institutionalized . . . whether a patient was hospitalized or remained in the community was often dependent on the extent of direct social support" (23) .
" . . . Factors extraneous to the symptoms of psychosis affected how long patients manifested Vol. 11, No. 3 unusual behaviour before hospitalization occurred ..•" (32) .
In attempting to estimate the nature or extent of the care needed, personal biases in the consideration of such factors as prognosis, therapeutic efficacy, availability, and utilization of services may be involved.
"The decision as to whether care was needed was made in terms of whether progress toward the above norms could be expected to result from giving the particular item of care .... It is extremely difficult for a group of professionally trained persons, considering the situation of an actual individual, to divorce their thinking from the facts about whether the care can be expected to be obtained in the community.... Another factor • . . was whether the care estimated as needed would be sought" (8) .
Although estimates of such needs are essential ... "The authority must first assess the categories of persons and the numbers in each category, both at present and in the foreseeable future, for whose care they have to provide, and must also decide on the nature of the care which may be required for each category" (11).
. . . estimates are affected to a considerable extent by changes in: Some prospects for better estimates of need exists in analyzing the experience of prepaid medical insurance plans wherein many of the deterrents related to financial or geographical, availability of services are reduced (37) .
'Mental Health' Surveys
Any method which purports to measure the presence of 'emotional disturbance' or 'mental illness' must be based on criteria which are valid and reliable, and produce results which are valid and reliable. Among the methods in extensive use presently (6, 31) are psychiatrists' judgments, physician (non-psychiatrist) assessments; and self-administered questionnaires.
Various personality scales and symptom inventories have been used as screening devices to identify psychiatric morbidity. Some advantages and disadvantages of such methods include (47):
Advantages:
1) Data are collected in a relatively routine manner: 2) Evaluation of the examiner's findings is more objective than in the case of clinical interview: 3) Data permit inter-and intra-individual comparisons: 4. Data may be screened which cannot be verbalized by the patient.
Disadvantages: 1) Lack of flexibility: 2) Artificiality of the test situation:
3) The limited aspects of personality structure or dynamics revealed by anyone test procedure. When self-administered questionnaires are utilized by interviewers, reliability is certainly decreased, because of interviewer variation.
"It is of no value, then, to try to find out if the interviewers were consistent; it is known that they were not" (36) .
Similarly, the setting of the interview a~ects both the subject, and the inter-VIewer.
"Interviewing people in their own homes, with the purpose of gathering psychiatric data, involves significant anxiety for the interviewers" (36) .
Differences may also occur between the survey group, and the group upon which validation has been attempted.
"It is conceivable that an individual who is seriously ill at the time of being interviewed, will respond differently to questions about his past experiences and his past states of mood, than would that same individual when he is in a state of radiant health" (I 9) . The attitudes, motivation or defensiveness of subjects may also differ in these situations and affect reliability.
(Consistency reliabilities) ". . . were sufficiently less than the consistency reliabilities of short-scale personality measures obtained by the questionnaire survey method to raise a serious question about the adequacy of shortscale personality measures obtained by the interview survey method" (28) .
In sum, then, there are major uncertainties as to the reliability of self-administered questionnaires or interview schedules (44, 13) . The validity of these measures is even more uncertain.
Implications for the Study of the Natural History of Psychiatric Impairment, Disability and Care
In the previous review, some of the major problems in estimating the extent and nature of disability and care have been alluded to. Many of the citations are critical and few alternatives are proposed. In many cases the proposal of alternatives is not appropriate because some of their objectives may be unattainable. " The truth is that criticism, if it were thus confined to the proposing of alternative schemes, would quickly cease to have any force or utility at all, for in the overwhelming majority of instances no alternative scheme of any intelligibility is imaginable, and the whole object of the critical process is to demonstrate it ..•" "The trouble with them {alternatives] is not only that they won't and don't work; the trouble with them, more importantly, is that the thing they propose to accomplish is intrinsically, or at all events most probably, beyond accomplishment. That is to say, the problem they are ostensibly designed to solve is a problem that is insoluble. To tackle them with a proof of that insolubility, or even with a colorable (sic) argument of it, is sound criticism; to tackle them with another solution that is quite as bad, or even worse, is to pick the pocket of one knocked down by an automobile" (34).
The natural history of various types of psychiatric morbidity and treatment needed at various stages of disability, requires much further attention. The relation between symptoms and disability is not clear, and the range of disability is wide. To a significant extent what is often regarded as the natural history of a psychiatric illness may be an unnatural history of iatrogenic handicap. Since medical and social management changes in time, the types of iatrogenic handicap induced by such management also changes with time.
There is considerable evidence that there may be but slight variation in symptoms or behaviour before or after ascertainment, or entry into psychiatric treatment. Alterations in the social environment may be as crucial in the recognition process as are medical or psychological factors. Often the psychiatric patient may be considered as an educational, social or forensic problem.
Following the recognition of psychiatric impairment, additional factors are involved in the decision to seek or offer treatment. This includes the attitudes and expectations of the prospective patient, the psychiatrist, and the referral source as well as factors affecting the distribution, availability and utilization of treatment.
Finally, the estimation of the nature and extent of psychiatrists' care needed requires consideration of the necessity, sufficiency, and efficacy of such care.
It is evident that although methodology is being field tested, that: " ... We still know very little in detail about the prevalence of psychiatric morbidity, about the number with various types of chronic handicaps and the services required to cope with them, or about the differences in prevalence between various cultural groups" (10).
It is not yet possible to recommend methods or procedures for determining the frequency of psychiatric disability in a general population.
"No health agency has developed a mechanism for the systematic collection of morbidity data on the mental disorders which can be used to provide reliable, current estimates of the total incidence, prevalence, and duration of these disorders in the population..." "Unfortunately, none of the special or general surveys has led to the development of casefinding techniques or classification schemes that can he recommended generally for determining the incidence and prevalence of specific mental disorders ..." (1) .
Summary
This paper reviews the methodology employed in assessing the extent and characteristics of persons needing psychiatric care. Surveys of the need for physicians' care for any type of disorder (as well as psychiatric) are characterized by problems associated with: a) Diagnostic process b) Social factors in attending physicians c) The natural history of the disorder d) Definitions of impairment, disability and handicap e) Clinical insignificance of some statistically significant factors. Case-finding in psychiatry has additional problems associated with the use of symptom questionnaires; the criterion of work limitation; and the question 'of ast versus present disability. Determinanon of the type of psychiatrists' care required is also of paramount importance. One should not equate symptoms with illness; nor symptoms with a need for psychiatrists' care. Community surveys have not yet been able to provide valid estimates of the nature or extent of psychiatrists' care required. esume Cet article passe en revue la methodologie utilisee dans l'appreciation de I'etendue des soins psychiatriques administres aux personnes qui en ont besoin, et des traits qui caracterisent ces personnes. Les sondages sur Ie besoin de soins medicaux pour n'importe quel genre de troubles (organiques ou psychiatriques) comportent les difficultes que l'on retrouve dans a) Ie processus diagnostique b) les elements sociaux qui caracterisent les medecins soignants c) les antecedents naturels du trouble en cause d) les definitions des alterations, des incapacites et des handicaps e) Ie peu de signification clinique de quelques elements significatifs en statistique. Le depistage des cas en psychiatrie comporte d'autres difficultes qu'on associe al'utilisation de questionnaires sur les symptomes: Ie critere d'empechement de travail; la question de l'incapacite anterieure par rapport al'incapacite presente. II est egalement d'importance primordiale de decider Ie genre de soins psychiatriques necessaires. II ne faut pas mettre en parallele les symptomes et la maladie, non plus que les symptomes avec Ie besoin de soins psychiatriques. Les sondages pratiques a l'echelon local n'ont pas encore pu fournir des appreciations utiles de la nature et de l'~tendue des soins psychiatriques necessaires.~j Included in these Proceedings are over 4{) papers and highlights of six major panels dealing with various aspects of the depressive illnesses.
